CASE REPORT
The patient was seen in clinic 6 weeks post-surgery and has made a good recovery.
Discussion
Ectopic pregnancy can pose diagnostic difficulties, especially when it occurs with a LNG IUS in situ. Eightyfive percent of ectopic pregnancies with intrauterine contraceptive devices (IUDs) were misdiagnosed on the patient's first visit. 1 Diagnostic difficulties can arise when early symptoms of ectopic pregnancy are attributed to the side effects of LNG IUS. Following insertion of LNG IUS, the first few months are characterised by an increase in bleeding days. Five percent of women will be amenorrhoeic after 2 months. 2 Lower abdominal discomfort may occur in the days following insertion, although subsequent pain usually indicates pathology.
Our patient presented to her GP twice with the above mentioned symptoms and was reassured since such symptoms are not uncommon with the LNG IUS. The possibility of ectopic pregnancy was clearly not considered.
Although the LNG IUS is a very effective form of contraception (with a cumulative pregnancy rate of 1.1 per 100 woman-years at 7 years 3 ), the possibility of an ectopic pregnancy should always be considered -especially when a woman of reproductive age presents with abdominal pain -as this occurs in 0.06 per 100 woman-years. 4 Primary ovarian pregnancy is a rare form of ectopic pregnancy occurring in 1 in 40 000 deliveries. 5 It is relatively more frequent in IUD users, in whom it accounts for 1 in 7-9 ectopic pregnancies. 6 Ultrasound diagnosis of ovarian pregnancies is rare. 6 The development of transvaginal ultrasound, together with the availability of a highly specific radioimmunoassay technique for the detection of hCG, has made diagnosis of ovarian pregnancy possible. In the present case an embryo with a measurable crown-rump length was visualised by transvaginal ultrasound scan in the right ovary (Figure 1) .
Treatment for ovarian ectopic pregnancy may be medical (methotrexate) or surgical (laparoscopy and laparotomy) abortion. Shamma et al. 7 successfully treated primary ovarian pregnancy with methotrexate. Whereas there exist clear-cut criteria for the management of tubal ectopic pregnancy with methotrexate, the role of medical management in ovarian ectopic pregnancy remains to be defined.
Surgical therapy ranges from oophorectomy, ovarian wedge resection or excision of the ovarian cystic mass with conservation of the ovary. Improvements in operative laparoscopy have led many surgeons to perform conservative ovarian surgery much more frequently than in the past. 8 The women concerned are generally young and may wish to retain their reproductive capability. Seinera et al. 8 successfully managed primary ovarian ectopic pregnancies by laparoscopic excision of healthy ovarian tissue in addition to the gestation sac. There is little justification for expanding the surgical procedure beyond the removal of the gestation sac. Laparoscopy involves a shorter hospital stay and allows the patient to resume normal activities within a short period of time. Furthermore, the low risk of adhesion formation that usually accompanies laparoscopic procedures is a major factor as regards reproductive prognosis.
Although laparoscopic management may be associated with these clear benefits, "to the practising physician, it is of greater importance to reach a decision regarding the necessity for laparotomy". 8 We reached this decision in our patient when laparoscopic excision was associated with significant intraoperative bleeding. Surgery was, however, still conservative with excision of the ovarian gestation sac and conservation of the remainder of the ovary.
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